Background: The impact of long-term conditions is the "healthcare equivalent to cli-
| INTRODUC TI ON
Health systems risk being overwhelmed by the significant impact of long-term conditions-the "healthcare equivalent to climate change." 1 Ongoing illness is affecting a growing number of older people, especially those who are poor and belong to ethnic minorities. Many experience multiple concurrent conditions that require complex care with different treatments and involve a range of various health-care providers. 2 People with long-term conditions often feel they are a problem, a burden to themselves, their family, friends and even health providers. Patients, and providers, often struggle to "control" long-term conditions and "failed management" is repeatedly cast as a patient problem, 3 even though providers can have deficits in knowledge and confidence, face time constraints and find care coordination a challenge. 4 There is an urgent need to transform how community-based primary health care supports people with long-term conditions to self-manage, take more control over their health and improve their health outcomes. Providers must be aware of patients' needs and preferences 5 to be effective in improving patients' health, defined as the "ability to adapt and to self-manage."
6
A recent systematic review of reviews summarized evidence on interventions that support people to self-manage their long-term conditions. 7 In the process of their review, the authors constructed a taxonomy of provider activities to support patient self-management (14 components, see Appendices 1 and 2). Pearce et al 8 presented
the rationale and development of the taxonomy, which they called PRISMS (from the overall project: Practical Reviews in Self-
Management Support), and tested it against an existing support manual for patients who had survived cancer. The authors clearly distinguished between "direct" patient support by providers, and "indirect" support that providers themselves might receive from the organizations in which they work. They explicitly excluded indirect support from the taxonomy.
We subsequently assessed whether we could identify each category of provider activity within narratives from patients with longterm conditions. 9 We argued that the patient is the ultimate arbiter of whether self-management support has occurred and been acceptable and effective. We identified 11 of the 14 components in patient narratives and found evidence for the others in narratives from their health service providers.
This study extends our previous work on the PRISMS framework 9 using data from a wider range of patients. Our objective was to offer providers advice, from patients, on how to effectively support self-management (the PRISMS framework advises on what providers might do).
| ME THODS

| Setting
Data were collected in 2015 by interviews with patients in three case studies that were part of a programme of investigation into implementing community-based primary health-care services in New Zealand and Canada. We did not specifically seek a countrycomparison, but sought patient populations that differed by age and gender, as well as ethnicity and culture, geography (urban and rural) and model of primary care delivery. The organization (case study) is described only to give context to patient-provider interactions. The unit of analysis is the individual patient, not the provider or the organization. The overall study and the case studies are described in more detail elsewhere. 10, 11 Based in northern New Zealand, case study one was a not-forprofit community trust that for more than 20 years has delivered services to a rural population of approximately 20 000 of whom 5000 are indigenous Māori. Services include primary medical and nursing care, public health, mobile nursing and programmes in schools and marae (traditional meeting places). Care is delivered in clinics, or in patients' homes, by a small multidisciplinary team that includes a nurse practitioner, doctor, nurses and community health workers. The Trust provides Kaupapa Māori Services, which emphasize Māori culture and values.
Based in southern New Zealand, the second case study is a network that was extended following the 2011 Christchurch earthquake when services needed to be rebuilt and redesigned. Organized by the local district health board and primary health organizations the network serves a population of approximately 540 000 and includes urban and rural general practices, nurses, pharmacists, homecare providers and allied health professionals. Specific programmes and funding are dedicated to reducing hospital admissions, including programmes that "pull" patients from hospital to home for shortterm intensive services, home medication management programmes and care coordination.
Based in Ontario, Canada, the third case study was a longstanding not-for-profit community care organization serving a population of 6500 whose services included meals on wheels, day programmes, homemaking, supportive housing and a multidisciplinary primary health-care team. The organization was originally designed for, and continues to predominantly serve, the Chinese migrant population.
Additional interdisciplinary assessment and care including collaboration between primary care and community services is provided for patients with complex care needs.
| Participants and interviews
Participants were all patients within the case studies, had two or more long-term conditions, and lived in the community (ie, not residential care). We defined a long-term condition as ongoing or recurring and which could have a significant impact on a person's life. The definition included disability and mental health condi- 
| Analysis
The PRISMS taxonomy-a summary of extensive literature on provider self-management support to patients-offered a framework for analysis of patient data in relation to their own selfmanagement experiences. 
| RE SULTS
Forty patients were interviewed across the three case studies (see Table 1 ). They were aged between 50 and 94 years and 25 were women. The majority of participants in case one were Māori, in case two were New Zealand European, and in case three were Canadian
Chinese.
PRISMS component 1 (provision of information to explain the patient's long-term condition) was the most frequently identified. The information shared in two-way listening led patients to want to engage. Pre-emptive contacts and support were further evidence of relationships and care that were particularly valued by patients.
I think they go the extra step… They'll call, even after your [operation], they call you to see how you are, you know? And that's really special. It makes you feel special… they've never not called… we've gone two or three weeks, maybe, tops, without seeing them, she'll always ring up to make sure, 'Is everything alright?'.
Yeah… they're interested in your whole well-being.
(case 1, female, 62 years)
Relationships and self-management support enabled some patients to extend that support to family and friends; a useful outcome marker of effective provider support. 
| Information giving (components 1, 2, 14)
Providing information was seen as the most basic requirement of self-management support. To be effective, some patients needed the clinician to take more time explaining, perhaps repeating it several times before they properly understood.
I don't know if I'd be able to go back to a regular doctor…. I'll just get hoha (irritated) and everything will just go out the window again… they haven't got the time to explain what your medication's for, and why.
They had me on some really high dosage of medication, and even [clinician] couldn't understand what they were, and why they were so high.
(case 1, female 59 years)
When providers did take time, patients felt more confident to self-manage. Patients in our case studies, on the whole, appeared to be receiving the financial assistance they were entitled to. Practical assistance by providers to access local services or to identify food banks or low-cost community markets appeared to strengthen the underlying relationship because participants saw this as the provider understanding them in their current circumstances. (case 2, female, 79 years)
She explained she could not move the bed herself physically.
They were supposed to take my old bed and store it somewhere and put the hospital bed in my room. And they didn't do it.
Eventually, "…my son-in-law… he pulled the headboard and the other end, disconnected the power, where the power goes and everything like that, he had it up in about 3 or 4 minutes." This woman, like others, was described by the interviewer as lacking trust in her provider after feeling let down.
In contrast, some primary care providers helped patients to access hospital specialist services and to access social welfare services.
The latter extended to identifying benefits available to patients and also often accompanying them to the government welfare office.
Yeah, they give you an accommodation supplement, I get $80, and this place is $370 a week, so it's not much, but it does help, anything helps…. I only go there as a last resort… you feel so terrible that you've got to go there and ask for this and ask for that.
(case 1, male, 50 years)
[After I was discharged] They told me all about [pause]
the social worker told me about people that can come and help and all that sort of thing.
(case 2, female, 78 years)
| Practical help around medication (component 6)
Medication adherence could be importantly limited by financial and physical access to medications. Patients in this study did not need (or receive) telephone calls or other reminders to refill prescription medicines from providers in any of the case studies. Patients in New
Zealand cases appeared mostly to have good health literacy, explaining how they took medications to allow maximum activity and reduce side-effects. Some patients in the Canadian case described the challenges of language and of literacy.
We don't speak good English…. we don't understand many medications…. sometimes, for example, we are a little busy and we tend to delay it. And then by delaying, it will cause big troubles.
(case 3, male, 65 years)
The impact of cost was described by one man who said, I think that's the only thing that gives us a bit of a hard time, is the cost of the prescription…. the wife's always saying, 'Oh, we've got to save up for that,' because it's $5 a prescription at the chemist… it turns out to be about five or six prescriptions, you now…. so those are the costs, and sometimes it adds up quite a bit, $5 a prescription.
(case 1, male, 73 years)
One pharmacist routinely supported patients to access medica- 
| D ISCUSS I ON
This study sought to identify, from the narratives of a diverse group of patients, how providers might effectively support self- and has been linked to improved patient outcomes. 21 This may be because relationships determine the quality and completeness of information that is elicited and understood 22 and better information
given and received in turn enhances health outcomes. 23 We are also suggesting that patient self-management is the intermediary step between relationships and improved health outcomes.
We have previously asserted that the onus to facilitate communication and relationships with patients lies with health providers. This is essential when patients experience powerlessness as a result of the compounding jeopardy from chronic conditions, poverty, minority status and age. 5 Providers always cite lack of time as a primary limitation on their ability to offer ideal care, including a lack of time to convey information and explanation (or translation) in a way that patients understand. an "elicit-provide-elicit-provide" pattern. 35 Example questions are given in Table 2 . Each of these models requires specific training for providers.
What these models also have in common is that they seek to build a relationship for a health-enhancing purpose, that is they lead to provider action. We found that providers combined PRISM taxonomy categories. This was a practical way to organize care to meet patients' specific needs. We discuss provider actions under four their personal needs and priorities. We assigned practical help with medication to its own group given its importance in management of long-term conditions. Medication has great potential for benefit, or for harm. It is frequently used improperly and frequently not taken regularly by the patient even when benefit is likely. In this context, the World Health Organization has described improving medication adherence as the biggest single changeable factor to improving outcomes for patient with long-term conditions, and probably in reducing health inequities for groups who are socially disadvantaged. is not sufficient by itself to define what must be done to support selfmanagement; and it has nothing to say about how self-management support needs to be delivered.
One limitation of much of the self-management literature is that most participants are highly self-selected as interested, motivated and able to develop self-management skills.
A recent
Cochrane review confirmed that a large number of participants in studies of self-management education felt their condition to be relatively stable and their health to be reasonably good. 38 A strength of this study was the real-life context-patients in two jurisdictions were interviewed in their own homes or community health facilities, and we were able to both see and hear how the PRISM framework applied to them managing long-term conditions in everyday settings. The interviews were not specifically targeted at identifying components of the PRISM framework, which may be considered a limitation. However, interviews explicitly enquired about self-management support and the relevance of this in the broader context of people's lives. A final limitation is that individual patient narratives were analysed in terms of interactions with providers who offer "direct" support.
We acknowledge that organizations can offer "indirect" support to providers who work in them; however, the PRISMS categories were constructed explicitly excluding the effect of organization on provider self-management support. Indirect support has been outside the scope of our analysis, but is an important area for future inquiry.
| CON CLUS ION
The unavoidable necessity for patients to self-manage, and the central desire of patients to have a relationship with providers, are well established in the literature. What is new is that relationships are not usually characterized as the primary and pervasive method to enable providers to deliver effective selfmanagement support and that patient self-management is intermediary between relationships and improved patient outcomes.
In our cases, and others reported in the literature, there is little attention to either planned delivery of self-management components (as in the PRISMS taxonomy) or to fostering relationships for the purpose of self-management support. We suggest that strong patient-provider relationships built on trust and How important is it to you to change (specific behaviour or activity)?
How confident do you feel that you can change (specific behaviour or activity)?
What could be getting in the way of changing (specific behaviour or activity)?
How do you feel about making a plan together next time you come? mutual respect can strengthen effective self-management support, and vice-versa in a virtuous circle. We also suggest that, by routine attention to self-management support for patients with long-term conditions, providers could reasonable expect to save time while increasing effectiveness, but this is for future investigation.
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All authors declare they have no conflict of interests. there that day. (case 1, female, 50-64 years) "I've got this really hard mattress, and the occupational therapist said 'oh, it's probably because of your body weight … because they're all memory foam, and so she said, 'oh, I'll order another one for you, a better one', so I didn't hear from her for about 6-8 weeks" (case 2, female, over 74 years)
O RCI D
Component 8. Provision of easy access to advice or support when needed
"Actually, I know if anything… if I needed anything, needed to know anything, all I need to do is to ring [nurse practitioner]… if she doesn't see me straightaway, she'll make room for me next day." (case 1, male, 73 years) "That's an awful thing for me to say but you have to ring and ring and ring… I rang yesterday and I actually lost all the [battery] power in the phone." (case 2, female, 85 years). This negative example illustrates the basic need to be able to contact a front-line health provider Good primary care is insufficient if more specialized help is unavailable when needed. "They all treat me nice… if I have to be referred to a doctor who is more specialized, you have to wait a long time. This is almost six months. I mean I will be dead by then" (case 3, female, 84 years)
Component 12. Training/rehearsal for psychological strategies
In this negative example, the patient felt dismissed due to his age rather than helped to develop personal goals relevant to his/her age and health. "Yeah, they all [my friends] went on top of one another… My doctor's response was "Well, older people die!" I said "Yeah, but not all at bloody once!" Yeah… older people die, as if I didn't know it…" (case 2, male, 79 years). "Earlier on, I still thought I could [set goals]. But now, you know, even the doctors have told me that there's not much that they can do. It's just mainly up to me." (case 3, female, 84 years). This woman felt that opportunity was lost to set goals relevant to their life and illness.
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